This case became complicated as it had 2 problems, those were CTO and severe trifurcation stenosis. First, in CTO intervention we had no more option other than antegrade appoach because RCA was totally occluded and we didn't want to treat diatal RCA CTO. Fortunately we was able to negotiate microchannel successfully. Secondly, in treating LAD trifurcation stenosis we couldn't neglect any diagonal branches as they were not small ones. So we decided to stent both diagonal branches. In treating bifurcation lesion in diagonal branch we chose crush technique, and in LAD we chose culotte stenting for complete lesion coverage. Prolonged procedural time and large amount of contrast use were another considerations. Total procedural time was about 2 hours, and we used 500cc of contrast. The patient was discharged without any complication 2 days after procedure.
A 62 year-old man who presented to peripheral hospital (150km away) with anterior STEMI underwent underwent thrombolysis with Tenecteplase. Clopidogrel (600mg) and Aspirin (300mg) loading dose was given. Due to ongoing symptom, the patient was transferred to our hospital for coronary angiography. Relevant test results prior to catheterization: Peak hs-TnT 1061 ug/L (0-14ug/L). Baseline haemogloblin and Creatinine level was normal. Initial ECG showed ST elevation in anterolateral lead. Relevant catheterization findings: LM normal LAD: bifurcation 90% diagonal/LAD (Medina 1,1,1). LCx mid 60% moderate lesion. RCA: Dominant, no signification disease.
[Interventional Management] Procedural step: Diagnostic performed with a 5 Fr TIG. Initially tried to advance a 6 Fr EBU 3.5 guiding catheter over exchange length 260 cm 0.035"J wire but had strong resistance in forearm. Therefore a 7.5 Fr Sheathless EauCath was used to overcome the problem (spasm/perforation)
